As more parturients demand pain-free labor, epidural labor analgesia (ELA) is becoming widespread due to its well-defined benefits over other systemic medications [1] . When a parturient who has received ELA requires a cesarean section (CS), it is generally accepted that she should be anesthetized via the epidural catheter placed during labor. However, the failure rate for such conversion of ELA to epidural surgical anesthesia (ESA) is 1.7-38%, varying depending on the definition of failure [2] .
gery was significantly higher in the ESA group than in the spinal anesthesia group (15.3% vs. 2.5%, P < 0.001), although there was no statistical difference between the two groups in the rate of conversion to general anesthesia (2.5% [4/163] in the ESA group vs. 1.3% [2/160] in the spinal anesthesia group, P = 0.697).
Such findings are not surprising considering the high failure rate for the conversion from ELA to ESA for intrapartum CS. In addition, spinal anesthesia essentially produces a denser sensory and motor blockade and does not involve the sacral sparing phenomenon to the same degree as for epidural anesthesia.
Nevertheless, the major finding of this study was that the rate of failed conversion from ELA to ESA for intrapartum CS remained high at 15.3%, even after meticulous confirmation of a functional epidural. Because they studied parturients of urgency category 3 (i.e., needing early delivery but without maternal or fetal compromise) by the Royal College of Anaesthetists, urgency for surgical readiness was not reflected in the high failure rate in their study. One of the major reasons for not utilizing ELA in some studies was having an emergency CS [3] . This strategy may have originated from the perception that it takes longer to convert from ELA to ESA than to induce general anesthesia or spinal anesthesia.
The authors suggested possible mechanisms underlying failed conversion of ELA to ESA, including more severe intraoperative anxiety in parturients undergoing intrapartum CS versus those undergoing elective CS under regional anesthesia and the decreased threshold of pain perception during intrapartum CS due to central sensitization.
Considering the unacceptably high failure rate of extending ELA to ESA, proactive strategies should be implemented by anesthesiologists performing intrapartum CS. The first strategy is to identify the risk factors for failed conversion and prepare for the possible hazards associated with an at-risk epidural catheter.
A second could be preemptive adoption of general anesthesia or spinal anesthesia without attempting to extend the epidural.
Which strategy is better for improving safety and quality? Unfortunately, the present study by Yoon et al. [5] does not yield a clear answer to that question. Their study was not sufficiently powered to evaluate the safety profile (complications related to high block, respiratory compromise associated with supplemental analgesic and sedative medications, or maternal and fetal complications related to surgical delay or difficulty). It was only powered to evaluate a single indicator of efficacy (rate of painfree surgery).
Unanticipated changes in anesthesia during intrapartum CS can lead to serious complications. Therefore, clinicians should be aware of the higher risk associated with insufficient epidural anesthesia via a pre-existing epidural catheter (even if it functioned well during labor analgesia) and weigh the remote risk of insufficient block against the risk of complications resulting from emergent general anesthesia or spinal anesthesia.
